The Urinary Deposit.
-If the centrifuge deposit shows no pus cells, red blood cells, casts, or crystals on several examinations the albuminuria, with few exceptions, is of the orthostatic type if transitory and of the benign type if persistent. An occasional cast of the hyaline or granular type may be neglected. When renal casts are present in considerable numbers-say, several in each low-power field of the microscope, or morethere is undoubtedly a destructive renal lesion present, particularly if accompanied by red blood cells. In recent lesions the casts are mostly of the epithelial type or are partly granular with adherent epithelial cells. In less recent lesions the casts are of the granular and hyaline types.
The Blood Urea.-A normal value of the blood urea does not exclude nephritis. It is only in the more severe degrees of acute nenhritis or in the later stages of chronic nephritis that elevation of the blood-urea value occurs. In investigation of material of this type it is rare that other causes of increase of the blood urea are found. A raised blood-urea value is significant of nitrogen retention.
The Urea-concentrationz Factor.-The ratio of the blood-urea value to the urea content of the fasting sample of urine shows significant variation in the more advanced degrees of renal failure but may show little departure from normal in patients with undoubted destruction of renal parenchyma.
The Urea-concentration Test.-Concentration of urea in the urine after a test dose of urea and under controlled conditions is valuable in assessing the degree of renal insufficiency in renal disease, but may show normal figures in patients with subacute nephritis and with milder degrees of chronic nephritis.
Clinical manifestations of nephritis are more commonly present in acute and subacute nephritis than in the subchronic groups, in which evidence from clinical examination may be scanty or wholly negative.
Each case must be considered on the summation of all data available, but the occurrence of persistent albuminuria and of renal elements and blood in the urinary deposit provides the most valuable diagnostic criteria.
Summary
The classification of 110 cases of albuminuria in adult males is discussed.
Incidental albuminuria occurs in 0.55%/, of otherwise healthy adult males. Of these 28% can be classed as orthostatic albuminuria, 20%h as albuminuria without evidence of nephritis, 13% as subacute nephritis, 28% as subchronic or chronic nephritis, and 1 1 %O as due to various infections of the urinary tract.
Subacute nenhritis of mild decree is common as a sequel of resniratory infections. Some of these cases progress to chronic nenhritis.
The aetiologv of chronic nephritis remains obscure. (Anderson, 1937 (Peters and van Slyke, 1932) In order to get satisfactory readings the patient practised breathing through the valves and into an old bag for several days until thoroughly used to the apparatus. Then the actual determinations, usuallv two or three on successive days, were made. Several days' rest in the ward and familiarity with the apparatus were found to be essential for a proper determination.
Results
For simplicitv in tabulating the results three main divisions were made-namely, enlargement of the thvroid with exonhthalmos. enlargement of the thyroid without exophthalmos, and tachycardia without enlargement of the thyroid. These were further subdivided according to the number of subsidiarv signs present. The basal metabolic results were also divided into three groups: -15% to +15%, +16% to +24%, and +25% and over, the divi- sions corresponding approximately to the normal range. mild or borderline hyperthyroidism, and moderate to severe hynerthvroidism respectively. The resuilts are shown in the I have not used any of the formulae for determining the B.M.R. from pulse rate and pulse pressure. It is generally recognized that these methods give accurate results in about half of the cases only (Rabinowitch, 1935; Frank, 1935) , Du Bois says: " If after making the history and physical examination the physician decides that the patient needs a basal metabolism test, it is advisable for him to record in writing his estimation of the basal metabolism rate. Experienced clinicians can usually do this with surprising accuracy, but even they find occasional large discrepancies."
The present contribution shows that from a classification of six clinical signs it is possible to diaw conclusions as to the level of basal metabolism with a fair degree of accuracy, although there are occasional discrepancies. The possibility of making a reasonably accurate guess does not detract from the value of a determination of the basal metabolism in diagnosis, and this estimation is essential in borderline cases.
Summary
In a series of 230 patients of varied ages and both sexes who clinically were cases of hyperthyroidism or were suspected of byperthyroidism, the basal metabolic rate was determined and was compared with the occurrence of the clinical signs-enlargemient of the thyroid, exophthalmos, tremor, tachycardia, sweating, and loss of weight.
When enlargement of the thyroid was accompanied by exophthalmos and any other of the clinical signs the metabolic rate was high in 71 out of 76 cases; when.enlargement of the thyroid was not accompanied by exophthalmos but all other signs were present the metabolic rate was high in 30 out of 31 cases, but when only two or three signs were present-i.e., in borderline cases-the metabolic rate was normal in 12 out of 42 patients; in simple goitre the metabolic rate was normal in all 19 patients; and 37 out of 44 tained a minimum of carbohydrate and a maximum of protein and fat, in the proportion of I C., 1.5 P., and 3 F., in accordance with the glucose: fat ratio of most diabetic diets then in use. Later the carbohydrate was increased and the fat cut down, so that the proportions for some years have been 1 C., 0.75 P., 1 F., and the scheme has been gradually modified in other ways. Originally it was stated dogmatically that equal numbers of black portions (C.) and red portions (P. and F.) must be taken to balance each other. This was soon modified in my own mind and practice, and for eight years my scheme, as published, has never insisted on this equal balance of blacks and reds, although many patients with old editions have religiously followed it-a procedure that is quite suitable for some types of patient. For some years now I have recommended that the balance of black and red portions need not be exact either in the day's total or at each meal (this I have always regretted a little, as it spoils the original naive simplicity and dogmatism of the scheme). The explanation of the scheme states that 10 lines (10 blacks and 10 reds) should
